Assessing the level of tissue destruction in wounds can be a confusing challenge. This important task is frequently accompanied by questions and the need for clarification to accurately classify the level of damage seen in wounds. The purpose of this article was to present several known classification systems to help clarify this issue for the clinician.
INTRODUCTION
As wound care clinicians are aware, accurately assessing the level of tissue destruction in wounds can be a daunting task. Several classification systems have been developed to assist the clinician; however, some systems are specific to the wound etiology. Thus, documenting the levels of tissue destruction correctly is critical for communication between clinicians. In addition, the Centers for Medicare & Medicaid Services (CMS) regulatory mandates require accurate staging for reimbursement purposes and tracking of pressure ulcers (PrUs) in the different healthcare settings. For example, the CMS requires the use of accurate staging for the MDS 3.0 M-section for the long-term-care setting, for the OASIS M-1300 section for home health, and the G-section of the upcoming C.A.R.E. tool for acute care. The purpose of this article was to help clarify how to assess the level of tissue destruction by presenting several classification systems.
ALL WOUNDS
All wounds, regardless of etiology, can be assessed as either partial or full thickness (Table 1) .
SKIN TEARS
Among the earlier published classification systems for skin tears are the Payne-Martin Classification System (Table 2 ) and the STAR Classification System ( Table 3 ). The STAR system was developed and validated in Australia in 2006, whereas the Payne-Martin system was published in 1990 and revised in 1993. The expanded descriptions in the Payne-Martin revision define each category as a partial-thickness wound. Both systems define a skin tear as ''a traumatic wound occurring principally on the extremities of older adults, as a result of friction alone or shearing and friction forces, which separate the epidermis from the dermis (partial-thickness wound) or which separate both the epidermis and the dermis 
PAYNE-MARTIN CLASSIFICATION SYSTEM
Category I Skin tears without tissue loss Linear type (no tissue loss, resembles an incision) Flap type (epidermal flap covers the dermis to within 1 mm of skin tear edge) Category II Skin tears with partial tissue loss Scant tissue loss type (e25% epidermal flap lost, covers 975% of the dermis) Moderate to large tissue loss type (Q25% epidermal flap lost, 925% dermis exposed) from underlying structures (full-thickness wound).'' 1,2 However to date, neither system is widely used in practice despite the need for standardized assessment language. More recently, LeBlanc et al 3 published an International Skin Tear Advisory Panel Skin Tear Classification System (Figure 1 ). In 2011, LeBlanc and Baranoski 2 also published comprehensive consensus statements relating to the prevention, prediction, assess-ment, and treatment of skin tears and included the Payne-Martin and STAR systems.
PRESSURE ULCERS
Pressure ulcers are most commonly classified according to the staging guidelines from the National Pressure Ulcer Advisory Panel ( Table 4 ). The guidelines were designed uniquely for PrUs and should not be used for wounds of other etiologies.
DIABETIC FOOT ULCERS
There are 2 commonly accepted classification systems for diabetic foot ulcers that were developed to guide future surgical treatment and protocols. The Wagner scale, which was developed first, incorporates depth, presence of cellulitis/abscess formation/ osteomyelitis, and aspects of arterial circulation by assessing gangrene levels. The scale includes grades and their descriptions, such as Grade 0: preulcerous lesion, healed ulcer, bony deformity; Grade 1: superficial ulcer without subcutaneous tissue involvement; Grade 2: Deep ulcer, penetration through the subcutaneous tissue (may have exposed bone, tendon, or ligament or joint capsule); Grade 3: deep ulcer with cellulitis, abscess formation, or osteomyelitis; Grade 4: localized gangrene of digit; and Grade 5: Table 3 .
STAR SKIN TEAR CLASSIFICATION SYSTEM

Category 1a
A skin tear where the edges can be realigned to the normal anatomical position (without undue stretching) and the skin or flap color is not pale, dusky, or darkened.
Category 1b
A skin tear where the edges can be realigned to the normal anatomical position (without undue stretching) and the skin or flap color is pale, dusky, or darkened.
Category 2a
A skin tear where the edges cannot be realigned to the normal anatomical position and the skin or flap color is not pale, dusky, or darkened.
Category 2b
A skin tear where the edges cannot be realigned to the normal anatomical position and the skin or flap color is pale, dusky, or darkened. 
ISTAP SKIN TEAR CLASSIFICATION
Source: Leblanc et al. 3 Reprinted with permission.
extensive gangrene involving whole foot. 4 Use of the Wagner scale is required for reimbursement by some managed care insurance companies and Medicare when billing for the management of diabetic foot wounds. The University of Texas system stages diabetic foot wounds based on the depth of the ulcer and whether the wound is in-fected, ischemic, or both. This system uses both grades and classes to distinguish these types of wounds. 5 
VENOUS ULCERS
The CEAP (Clinical-Etiology-Anatomy-Pathophysiology) Classification (Table 5 ) of venous ulcer disease is a consensus statement, Category/Stage IV Full-thickness tissue loss with exposed bone, tendon, or muscle. Slough or eschar may be present on some parts of the wound bed. Often include undermining and tunneling. Further description: The depth of a Stage IV pressure ulcer varies by anatomical location. The bridge of the nose, ear, occiput, and malleolus does not have subcutaneous tissue, and these ulcers can be shallow. Stage IV ulcers can extend into muscle and/or supporting structures (eg, fascia, tendon, or joint capsule), making osteomyelitis possible.
Unstageable
Full-thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, gray, green, or brown) and/or eschar (tan, brown, or black) in the wound bed. Further description: Until enough slough and/or eschar is removed to expose the base of the wound, the true depth, and therefore stage, cannot be determined. Stable (dry, adherent, intact without erythema or fluctuance) eschar on the heels serves as ''the body's natural (biological) cover'' and should not be removed.
Suspected Deep Tissue Injury
Purple or maroon localized area of discolored intact skin or blood-filled blister due to damage of underlying soft tissue from pressure and/or shear. The area may be preceded by tissue that is painful, firm, mushy, boggy, warmer, or cooler as compared with adjacent tissue.
Further description:
Deep tissue injury may be difficult to detect in individuals with dark skin tones. Evolution may include a thin blister over a dark wound bed. The wound may further evolve and become covered by thin eschar. Evolution may be rapid, exposing additional layers of tissue even with optimal treatment. of which the C, or clinical signs component, is most frequently used. The C is based on examination, whereas the other components (E, A, P) require noninvasive vascular testing.
The venous clinical severity score (Table 6 ) augments the CEAP classification by assessing a patient's health-related quality of life as a result of the symptoms of chronic venous insuf-ficiency. Scoring is based on 10 clinical attributes that are ranked from 0 to 3.
PERIPHERAL ARTERY DISEASE
There are 2 classification methods by which peripheral artery disease (PAD) is clinically classified. The Fontaine classification (Table 7) Rest pain Rest pain is especially troubling for patients during the night. The reason for this is 2-fold: First, the legs are usually raised up on to a bed at night, thus diminishing the positive effect gravity may have had during the day when the legs were dependent. Second, during the night, the lack of sensory stimuli allows patients to focus on their legs. Stage IV Ischemic ulcers or gangrene (which may be dry or humid).
Adapted with permission from Weinberg I. Fontaine Classification. http://www.angiologist.com/arterial-disease/fontaine-classification. 
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